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Introduction
Older frail people who live in residential care are at very high risk of falls with falls rates across the residential aged care (RAC) sector ranging from 3-13 falls per 1000 bed days of care. 1, 2 These falls result in high rates of injury and consequently reduce independence and quality of life 1, 2 therefore reducing falls rates has been identified as an industry priority.
What works in falls prevention?
Large meta-analyses have found that successful single intervention strategies for reducing falls among RAC populations are providing supplementation of Vitamin D and medication review by a pharmacist whilst the effect of multifactorial interventions were inconclusive. 3 Despite a multifactorial approach to falls prevention being recommended in best practice guidelines 4 others have identified that there are substantial gaps between the research evidence and its translation into clinical practice, with numerous barriers being identified in the "evidence pipeline". 5 Evaluating current falls prevention activity allows identification of gaps in this pipeline to practice with the potential to change future falls outcomes in RAC settings.
Clinical audit
A common process used to measure and benchmark safety and quality in clinical care is audit and feedback (A&F), which is a process that enables clinical care staff or organisations to evaluate their current performance against evidence based guidelines and identify gaps in practice for improvement. [6] [7] [8] Some beneficial outcomes have resulted from A&F processes with the Cochrane review 9 reporting an overall 4.3% increase in compliance with requested practice in a variety of clinical fields. It has also been shown that when A&F is combined with action planning there is a greater improvement in implementation of best practice guidelines and practice change. 8, 10 Falls prevention is a worthwhile topic for clinical audit as the cost of falls per annum in Australia was recently estimated to be $648.2 million AUD of which a disproportionate amount is attributable to treat falls which occur among older people in RAC. 11 Recommendations for conducting an effective clinical audit suggest the involvement of work place multidisciplinary staff to provide a broad range of authentic views. 12, 13 However barriers to staff conducting audits have been identified as: having time due to competing priorities, lack of clinical leadership and interdisciplinary involvement. [12] [13] [14] [15] An operationalised community of practice (CoP) that led falls prevention action across the RAC organisation was identified as a group with characteristics conducive to conducting a clinical audit of falls prevention activity. Communities of practice have been emerging in the health care sector as a resource for bringing together expertise for problem solving and actioning new policy and practice. 16 This CoP, which was established according to principles of successful CoPs in healthcare 16 connected and utilised the knowledge and skills of multidisciplinary RAC staff with academic researchers in falls prevention through membership. If the CoP could successfully conduct the audit, this connection could create a powerful feedback loop for translation of falls prevention evidence into practice. 
Methods

Design
A cross-sectional survey using a validated audit tool 17 adapted for RAC evaluated current falls prevention activity across 13 RAC sites of a not-for-profit organisation.
The audit was planned by the falls prevention CoP based on the five stages of the audit cycle (see Fig.1 ) and audit performance was benchmarked using a matrix of predetermined elements for effective clinical audits. 12
Participants and Setting
This study formed part of a larger project investigating the impact of a falls prevention CoP in a RAC setting. The protocol for the larger project has been described elsewhere. 18 The audit was co-ordinated by the CoP who were a group of 6 20 multidisciplinary staff that included 4 (20%) nurses, 4 (20%) care managers and 12 (60%) allied health professionals employed across a not-for-profit residential aged care (RAC) provider organisation representing13 geographically diverse sites in metropolitan Western Australia. Eighteen (90%) were females and 2 (10%) males with 13 (65%) aged between 40-59 years of age. Sixteen (80%) CoP members had been employed at their RAC site for more than one year with 10 (50%) having more than six years' experience in their current job role. Eleven (55%) had completed a bachelor degree reflecting the professional disciplines participating. CoPs 
Data Collection and Procedure
Stage 1
A face-to-face training session was organised for CoP members to familiarise them with the audit requirements and address any queries. In preparation for conducting the audit at their RAC site CoP members used a researcher-designed template that required the CoP members to identify site staff to assist them and perceived barriers to audit data collection at their RAC site. Any barriers identified by individual CoP members were shared and discussed with the entire CoP membership to allow a range of potential facilitators to be generated.
Stage 2
A previously validated falls prevention audit tool 17 was selected that aligned with best practice recommendations. 4 The audit tool comprehensively addressed nine falls prevention domains including risk factor assessment, monitoring, education for staff and residents, the environment, organisational support and a range of interventions 
Stage 3
A web based CoP discussion on a secure organisational webpage determined the commencement date and time for the 13 site audits taking into account RAC site staff availability. CoP members co-ordinated the completion of the audit at their RAC site assisted by site staff namely care managers, nurses and allied health professionals.
Multiple data sources were scrutinised including policy, process and care management documents in conjunction with observing clinical practices. Discussions with nursing and allied health assistants, cleaners, laundry and maintenance staff also contributed to establishing whether everyday practices reflected current policies.
Stage 4
Completed RAC site audits were collected by the CoP facilitator and delivered to the researchers for analysis. The CoP discussed feedback from the audit findings to determine the falls prevention areas for improvement in conjunction with barriers and facilitators to implementation. A plan of CoP actions for achieving falls prevention improvement at RAC sites was then developed e.g. increasing the proportion of residents supplemented with vitamin D at RAC sites could be facilitated by CoP access to geriatricians to educate GPs on the benefits of prescription to reduce falls rates.
Stage 5
The CoP determined that the best time for repeating the site audits should be following implementation of all prioritised falls prevention activities.
Ethical considerations
Clearance for the study was obtained from the human research ethics committee of the university and board of the RAC organisation, all CoP members provided written consent to participate.
Data Analysis
Qualitative data that described the audit process were collected and transcribed from themselves with the data by reading the transcripts a number of times. These data were subsequently analysed using deductive content analysis. 19 Data describing the CoP conduction of the audit process were mapped against elements (categories) of effective clinical audit 12 using a structured category matrix 19 to address study aim one.
Quantitative data drawn from the audit were entered into the SPSS statistical software package version 22 IBM SPSS Statistics. Audit data were summarised using descriptive statistics. 20 Audit domain findings were mapped against evidence best practiced recommendations to address study aim two.
Qualitative data exploring any potential barriers and facilitators to engaging in falls prevention activity were mapped against audit domains using deductive content analysis 19 to address study aim three. Trustworthiness of the data was achieved through discussion and consensus amongst CoP members regarding categories. The
CoP then used the mapping procedure to develop a falls prevention action plan.
Results
The CoP conducted the organisational falls prevention activity audit at all 13 RAC sites led by the site CoP member(s). The CoP audit and action plan met all five stage criteria for an effective clinical audit as shown in Table 1 (provided as online Appendix A). Our CoP provided a multidisciplinary local leadership in assessing the high cost problem of falls in RAC in tandem with falls prevention processes and outcomes. This was measured using a validated audit tool that aligned with best practice guidelines. 17 CoP preparation for auditing at sites identified 'lack of time' due to demands from staff's usual clinical duties as the main barrier to conducting the audit. The CoP met and discussed barriers and facilitators. This resulted in the identification of the best times to conduct audit tasks; before shift handover or during resident meal times as these aligned with periods of lower clinical activity demand.
CoP members subsequently engaged site nurses to assist with the audit domains of medications and continence, occupational therapists regarding equipment and environment, physiotherapists regarding risk assessment and exercise programs and care managers to assist with audit of policy and monitoring. This resulted in the burden of the audit tasks being shared, which facilitated conduct of the audit. Three RAC sites completed the audit tool electronically and 10 in paper copy. CoP member feedback post audit determined the audit tool was user friendly in layout because it contained mostly tick boxes but also had spaces to add comments. CoP members (C)
reported they felt empowered after undertaking the falls prevention activity audit process as it had raised their awareness of gaps in clinical practice and motivated them to take action, C1"I thought we were already doing everything we could for falls prevention"
C4"There's a lot more to it (falls prevention) than I thought"
At subsequent CoP discussions priority gaps in falls prevention practice were identified across each audit domain. This was achieved by comparing the audit findings against falls prevention evidence and best practice recommendations. 3, 4 The RAC organisation's level of compliance with falls prevention evidence and best practice recommendations for these priority areas are described in Table 2 .
Audit findings that met or were close to complying with evidence and best practice recommendations included medication review by a pharmacist, which occurred annually at 10 (76.9%) sites. All 13 sites reported review of medications by visiting GPs and 10 (76.9%) sites also had a Nurse Practitioner review medications as requested. All 13 (100%) sites provided resident continence assessments with appropriate toileting programs. There was a 98% compliance rate for hip protector use in 13.9% of residents identified as suitable candidates for use. Resident's feet condition was reviewed every six weeks at all 13 (100%) sites by a podiatrist, footwear was checked annually at 4 (30.8%) sites by the physiotherapist and a process for assessing sensory deficits and aids (visual and auditory) was in place at 10 (76.9%) sites. Low-low beds were in use by 14% of residents across all sites identified as at risk of falls when attempting to get up from bed unassisted and surveillance measures were operational at 11 (84.6%) sites. Overall existing falls prevention processes were perceived by staff to be working well at eight (61.5%) sites.
The CoP planned falls prevention activities and discussed barriers and facilitators to adoption at sites as shown in Table 3 (provided as online Appendix B). Priority falls prevention activities that were planned included improving the proportion of residents supplemented with vitamin D, developing a mandatory falls prevention staff education program and defining falls and falls prevention policy.
Discussion
Meeting the criteria for effective clinical audit 12 was achievable by a CoP as members were able to share knowledge, discuss findings and action change in falls prevention activity. This aligns with the structure and purpose of CoPs described in the literature as models for collaboration and innovation. 16 The CoP was able to overcome some of the barriers to audit reported in other studies through interaction. 13-15 Lack of staff time, due to competing priorities, was enabled by the CoP sharing audit tasks amongst site staff to reduce the burden. Lack of clinical leadership and interdisciplinary involvement was addressed in that CoP members provided audit leadership at their respective sites and were themselves multidisciplinary clinicians. Our study involved RAC staff in the audit process unlike a similar project conducted in RAC facilities that used external project officers as auditors. 21 Involving workplace staff in quality improvement initiatives, such as clinical auditing, has been shown to be more successful than using external experts 10, 13 as they will be the ones responsible for translating evidence into practice. The CoP was instrumental in contributing to the success of the A&F process as CoP members were RAC site staff with existing peer relationships. A&F is reported as being more effective in changing clinical practice when delivered by a peer or supervisor in both verbal and written formats. 6, 8, 9 The establishment of the CoP across the RAC organisation to sustain clinical practice improvement fulfils an important recommended step in audit cycles. 12, 13 The results of the falls prevention activity audit demonstrated there were gaps in practice; including vitamin D supplementation and staff falls prevention training.
Supplementing older people in RAC with vitamin D has been shown to reduce falls rates 3, 22 as 89% of the population are reported as having deficient or very low levels, 22 but our current proportion of residents supplemented was less than half this value. Staff education implemented as part of a multifactorial approach to falls prevention has delivered a 50% reduction in the number of resident falls. 23 However simply providing generic educational material in brochures or handouts, as identified at 6 (46.2%) RAC sites, is reported as having little effect on staff adopting falls prevention actions. Interactive, authentic education tailored to staff sub groups and accessible to all is recommended. 24, 25 Both our results demonstrate that the process of evidence translation to practice was not complete.
Barriers to CoP planned actions centred on an unco-ordinated approach to falls prevention. This finding may have contributed to the variation in compliance with best practice recommendations seen across the RAC sites. Facilitators to CoP actions centred on access to external experts which suggests that research institutions should permanently align themselves with RAC organisations and take a more active role in the translation of evidence into practice. 21, 26 A key strength of this study was the inclusion of staff at all 13 sites, led by the CoP, in conducting the audit as opposed to an external agency. The characteristics of a CoP include membership through shared practice across organisational boundaries, with a common topic of focus. Members engage in sharing knowledge and innovate for change through frequent interaction. 16 Our CoP connected staff from all 13 RAC sites to address the topic of auditing falls prevention. CoP member access to frequent webbased communication enabled a co-ordinated, collaborative approach to clinical audit and the shared expertise of the membership fulfilled the multifactorial requirements of the falls prevention activity audit enabling a more efficient and effective completion.
As the CoP was established by the RAC organisation as a sustainable approach to falls prevention it has the capacity to repeat this clinical audit process enabling continuous review of performance. 4, 12 Whilst the audit was cross-sectional, spending time to identify gaps in practice and barriers to implementing falls prevention activities is advocated for enabling the adoption of practice change. 12, 27
Conclusions
A CoP was able to conduct an effective falls prevention activity audit at all 13 RAC sites. Audit findings and subsequent actions were informative for the RAC organisation in measuring falls prevention performance and planning improvement.
Gaps in falls prevention practice highlighted that falls prevention evidence required more consistent translation across the RAC organisation. Similar RAC organisations may also benefit from undertaking this A&F process and action planning. We recommend the use of a workplace group of multidisciplinary staff with access to quality evidence, such as a CoP, to translate evidence into practice. 4 Use action plans to overcome the local barriers to change, and identify those responsible for service improvement Falls prevention CoP formulated action plan post audit ( Table 3) CoP members used a researcher-designed template to identify staff on site who may assist with audit improvements.
CoP members leading practice change at sites. Note. CoP= Community of Practice, RAC=Residential Aged Care Developing educational resources in appropriate formats for older learners. Therapy assistants to assist with delivery.
Note: CoP=Community of Practice, RAC=Residential Aged Care,Ax=Assessment, NP=Nursing Practitioner, PBS=Pharmaceutical Benefits Scheme
